EMERGENCY MEDICINE COALITION OF DELAWARE

1523 CONCORD PIKE, SUITE 300
BRANDYWINE EAST
WILMINGTON, DE 19803

November 13, 2017

BY EMAIL TO DELAWARE DEPARTMENT
OF HEALTH AND SOCIAL SERVICES AT
OurHealthDE(@state.de.us.

Dr. Kara Odom Walker
Secretary of the Department of Health and Social Services
State of Delaware

RE: EMCODE and Delaware ACEP Comments on Delaware Road te Value

Dear Dr. Odom Walker:

Please accept this correspondence as written comments with respect to the
Delaware Road to Value Draft referenced in an email from DHSS’ Jill Fredel on October 25,
2017, 1 am submitting these comments on behalf of the Emergency Medicine Coalition of
Delaware (“EMCODE”)., EMCODE is a Delaware LLC, the members of which are directly
involved with issues relating to the delivery of emergency medicine care to patients in Delaware.
EMCODE from time to time comments on health policy matters and offers policy advice to
Delaware elected officials and regulators on issues that relate to the delivery of emergency
medicine services to Delaware patients. We are not making comments on behalf of the hospitals
where EMCODE members deliver emergency patient care.

I am also submitting this letter on behalf of the Delaware Chapter of the American
College of Emergency Physicians (“Delaware ACEP”). The College is a national organization
that focuses on important issues that affect emergency medical care. ACEP’s Federal and State
advocacy revolve around the primary objective to insure that emergency care is there when it is
needed in local communities, at the state level and nationwide.

EMCODE and Delaware ACEP have worked hand in hand since 2002 to advocate
in Delaware for laws, regulations, procedures and funding to support and improve Delaware’s
emergency medical care system.

(General Comments

First, we congratulate the Department and the individuals who undoubtedly
worked hard to produce the Delaware’s Road to Value Draft. The Draft certainly recognizes the
need to address health care spending in Delaware in light of the fact that, among other things,
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aggregate spending from Medicare, Medicaid and private insurance is projected to more than
double between 2014 and 2025, The projections contained in the Draft actually understate the
increases because they do not include patient payments and, more importantly to EMCODE and
Delaware ACEP, the costs of indigent care. While these costs are not reflected in payments for
medical care, they require that payments must indirectly subsidize the cost of care to our
disadvantaged populations in order to ensure that this care is available to them when needed.

Just Jast week we learned that the Westside Family Health Care will close its
Middletown facility largely because of growing challenges in recruiting clinicians and
maintaining adequate funding. We all know that when people feel they are sick, they want to see
a medical provider as soon as they can. When other resources are not available, the patients go
to the Emergency Department (“ED”). At Beebe ED and Christiana Care’s three Emergency
Departments, we continue to see a growth in visits driven in part by issues that could have been
treated through timely primary care but unfortunately treatment is delayed until an emergency
evolves. Some of this delay occurs when patients postpone preventive care due to high
deductibles or lack of access to primary care physicians, NPs, PAs and specialists.

Under the Federal 1986 Emergency Medical Treatment and Labor Act of 1986
(“EMTALA?”), all individuals who come to an emergency department have a right to a
comprehensive medical screening exam and the stabilization of their emergency medical
condition, irrespective of an individual’s ability to pay for care. It is estimated that over 50
percent of ED services go uncompensated either through a lack of insurance or when insurance
payments do not cover the true cost of care. | am attaching a national ACEP mformatlon
statement that highlights and expands on many of my comments in this letter.

Before I give you specific commentis and suggestions on the Draft, T would tike to
give you some additional information on the delivery of emergency medicine services in
Delaware. First, emergency medicine providers at Christiana Care and at Beebe Hospital will
treat Delawale citizens through an aggregate of over 250,000 patient visits in 2017 This
represents about half of the annual emergency department visits in Delaware OFf course, many of
these visits involve repeat patients but still the number of Delaware residents who will be treated
in our EM departments in 2017 amounts to well over 100,000 individuals.

And what is the estimated reimbursed cost for medical care delivered in
Emergency Departments? The cost is estimated at just under 2 percent of the country’s health
care dollars. The Draft states that in 2014 the total Delaware healthcare spending by Medicare,
Medicaid and commercial insurance carriers was approximately $9.5 billion. Thus, of this
amount using 2 percent as a reasonable estimate, approximately $190 million was paid to cover
the costs of Emergency Department care in our state. The average per patient payment for the
emergency physician component of emergency provider services at CCHS was only
approximately $170.00. These payments are including payments from all sources and not
coming exclusively from State revenues, The State’s share is found in the Med1ca1cl payments
and payments for State employees and retirees. -
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Nevertheless, the payments are projected in the Draft to more than double by
2025, However, EMCODE and Delaware ACEP suggest that the Draft should recognize that the
payments relating to the delivery of emergency care in Delaware are necessary, cost-effective
and a small percentage of the total Medicaid and State payments.

We have recently witnessed the effect of three devastating storms that hit Florida,
Texas and Puerto Rico especially hard. Terrorists recently killed and injured a number of people
in New York City. Mentally unstable individuals killed 26 people in a rural church in Texas and
killed and injured hundreds in Las Vegas. Last year, a terrorist killed and injured many people in
an Orlando, Florida nightclub. In each of these fragedies, the injured were transported to
emergency departments. If these emergency departments were not adequately staffed, many
more victims would have died. Locally, we all know families (and in many case ourselves)
whose loved ones were in a serious automobile accident or suffered a critical medical emergency
and many of them survived because our emergency medicine system was adequately structured
and supported to provide the care required.

Draft Related Commments and the Need for an Additional Section to focus on the need to
nrotect the Delaware’s Emergency Medicine System, Delaware’s Primary Safety Net:

The first Section in the Draft that references emergency. care providers is found
under the topic Strategy II: Pay for Value. The applicable Section is titled Create reimbursement
approaches for safety net services on prevention, care coordination and uncompensated care.
This Section acknowledges that by focusing reimbursement strategies on prevention and primary
care access, “vulnerable populations” should be able to better maintain provider continuity
provided reimbursement approaches to “safety net providers” are adequate. If healthcare
spending is restricted or fixed to medical providers, there is a substantial risk of access to care,
especially acute care being also fixed or reduced Unfortunately, we are seeing that primary care
networks are shrinking and Medicaid panels are likely being reduced because of perceived low
Medicaid rates. As long as these panels shrink, EMCODE firmly believe that ED visits will
continue to increase and reimbursement methodologies for emergency care must factor in these
inevitable increases. If the primary care system can be stabilized and grow, emergency
department visits might stabilize. Given current realities, the ED must continue to provide
EMATALA mandated evaluation and stabilization for care delayed until it can be delayed no
longer.

Reimbursement paid to safety net providers must not only be adequate but must
be designed to protect and enhance our emergency care system both in the short and long runs,
EMCODE and Delaware ACEP suggest that reimbursement policies should be based on an
assumption that emergency room visits will continue to increase and that patients will need
treatment for an ever increasing number of critical medical situations, due both to a struggling
primary care system and an increasingly aging and medically compromised population.
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The second Section in the Draft that references emergency medicine providers is
found under the topic Strategy IV: Prepare And Support The Health Care Provider Workforce
And The Health Care Infrastructure Needs. The applicable Section is titled Prepare for increased
need for safety net providers. This Section specifically states that increasing the number of
safety net providers and considering ways to increase reimbursement levels for them may be
needed to mect the increased demand of services. EMCODE and Delaware ACEP support these
comments.

However, EMCODE and Delaware ACEP suggest that another section be added
to the Draft to recognize that providers and the hospitals cannot budget in advance for treatments
to stabilize an emergency medical condition. Delaware law and regulation define Emergency
Medical Condition as “a medical or behavioral condition, the onset of which is such that
manifests itself by symptoms of sufficient severity, including, but not limited to, severe pain, that
a prudent layperson, possessing an average knowledge of medicine and health, could reasonably
expect the absence of immediate medical attention to result in:

(1) Placing the health of the person or others in serious jeopardy;
(2) Serious impairment to the person’s bodily functions;

(3) Serious impairment or dysfunction of any bodily organ. or part of such person;
or '

(4) Serious disfigurement of such person”.

We suggest that the new section in the final Plan recognize that all medical
services performed at any time during the duration of an Emergency Medical Condition cannot,
for the most part, be compensated within an all-payer model based on a prospective value-based
reimbursement system. Such a model and reimbursement system must be constructed around
medical services that can be anticipated.

For example, preventive primary care and cardiology medical services for a
popuiatlon exclusive of a cardiac Emergency Medical Condition, arguably can be budgeted in
advance based on best treatment protocols and the population to be served. The medical services
required during a cardiac Emergency Medical Condition occurring within a population are
substantially unpredictable. The number of patients presenting with such an Emergency Medical
Condition will in part depend on the availability and effectiveness of preventive primary care.
These services prior to the stabilization of the Emergency Medical Condition are delivered by
many providers and institutions. In many cases, the first responders are paramedics from
Delaware’s statewide paramedic system, ambulance companies and local volunteer fire
department EMTs, Once patients are transported to the ED, the medical team consists of nurses,
physician assistants, nurse practitioners and emergency physicians. There are also numerous
hospital support staff who are necessary for patient care. Next, there are physician consults and
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diagnostic tests that must be performed under very difficult circumstances and at all hours, seven
days a week. At some point, the patient (if conscious), the patient’s family and the medical team
agree on a course of freatment. The cardiac Emergency Medical Condition is still present; it
hasn’t ended until the treatment is completed and the patient is stabilized and admitted to the
hospital or discharged in stable condition.

All of these services require resources that do not lend themselves to a
prospective value-based reimbursement arrangement. We therefore suggest the Draft recognize
that payments for Emergency Medical Condition treatments must for the most part continue to be
based upon a fee-for-service model as opposed to a State mandated all payer model.

We also suggest that the Draft recognize that hospitals and emergency care
providers must be free to analyze and perhaps implement alternative payment arrangements
different from fee-for-service arrangements. We are asking that when it comes to the delivery of
services for an Emergency Medical Condition, the providers should be free to negotiate payment
methodologies and not be subject to a State-mandated approach.

I would also like to comment on the reference to “a prudent layperson” in the
definition of Emergency Medical Condition. In the emergency medicine world, this reference is
known as the Prudent Layperson Rule. This Rule is being questioned primarily by commercial
bealth insurance companies. Health insurance policies cover necessary medical care. When it
comes to emergency care, the care is necessary if a prudent person thinks it is necessary based
upon the facts and circumstances of the situation. If the Prudent Layperson Rule is modified,
carriers will not have to pay for emergency medical care that is now covered by their policies.
Emergency care providers and their hospitals need the State to defend the Prudent Layperson
Rule. EMTALA requires that the patient receive care even if the patient’s health insurance
company refuses to pay for the care because the Prudent Layperson Rule has been watered down.
This result would mean an increase in uncompensated emergency services in Delaware which is
the opposite of one of the objectives of the Road to Value. '

Therefore we also suggest that the new section in the Draft reinforce the State’s
commitment to the Prudent Layperson Rule..

EMCODE would be pleased to submit suggested language for our requested new
Section in the Road to Value outline if it would be helpful to DHSS.
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EMCODE would also be more than pleased to sit down with you and/or other key
members of state government to discuss in further detail how the proposed changes to healthcare
financing can be implemented in a way that ensures continued access to emergency care for all
the citizens of our state.

Very truly yours,
% ‘) ="’ﬁ‘7
S < o " = >
" tad o //le-ézgf
Leonard A. Nitowski, M.D.
President, EMCODE

ce! Katheryn Groner, M.D., President Delaware ACEP
John Powell, M.D. President Elect Delaware ACEP
Kevin D. Bristowe, M.D., President of Sussex Emergency Associates
EMCODE Members
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uS. Health Care Expenditures and Emergency Care:

GCan Emergency Visits Be Prevented? Will Significant Costs Be Saved?

ealth care is a big business in the United States, reprasenting more

H than 16 percent of U.S. Gross Domastic Product, Yet there are

misconceptions about the costs and efficlencles of emergency

rooms and "unnecessary” care. According to U.5. government stalistics,

emergency care represents fess than 2 percent {1.9 percent)' of the $2.4
trilllon® spent an health care.

Emergancy care requires speclalists, advanced technology and the tooks
to sevo lives within hours of eniry into an ER, Can care be provided more
cost elfectively? Are there really “unnecessary” visits to tha emergency
room? And whete do emergency visits fall within the bigger plcturs of health
carg spending and potential cost savings?

The need to reduce heallh care costs Is clear, Heallh care expenditures
increased to $2.4 trillion in 2008, according to the Department of Health
and Human Services Office of the Actuary,® more than three times tha $714
billtan: spant Inn 1990, and more than sight times the $253 bitllon spent In
1980,* Expenditures are forecast to reach $2.6 trillion in 2010. Since 1999,
family premiums for employersponsorod health coverage Increased by 134
porcent”® And many statas, because of the economic erlsls, are struggling
to meet thelr heaith care budget obligations, particutarly the rising costs of
Madicald.

What Percentage of Health Care
Expenditures is Emergency Care?

The \otal U.S, expenditure on emergency care was $47.3 hillion in
2008, according 1o the Ageney for Healtheare Research and Quality.”
Thisincludes &)l sarvices provided In the emergency department, includ-
ing physictan services. Glven that total heaith care expenditures are

estimated at $2.4 tiflion in

The total U.S. expm]dﬁglﬁ %ﬂ 2008, this means that emer-
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While it may cost mare for patlents to visit an emergency department
than to visit a physician's offlce, the total cost 1s small relative to the entira
health care system, Unlike & physiclan's office, emergency deparimens

have all the diagnostic resources avail-
abla 24 hours a day, seven days a Emergency care reprESants

weal, 365 days a year, and the avail- IBSS_ ﬂlar_l’il Pel’cﬂm of
ability and use of this equipment con-  the ation’s fiealth care
tribute to the costs of eare. expentditures.

Overview of Emergency Care

Emergency cara Is 8 unlque form of medical care. Emergency
departments are avallable around the clock, and emergency physiclans
vre medical specialists who are prepared Lo care for every lypo of med-
ical emaorgency. They tap mullipte resources oh a dally basis within a
iospital, stirch as diagnostic testing and consultation by other medical
specialists, to respond lo the emergency at hand; Lo sel the coursa of
a patlent's diagnosis and treatment, including what happens after a
patient has been admitted io the hospital; ond to coordinate the further
care of patlents who can be discharged homs directly from the emer-
gency department,

Emergency physicians Wweat patients of afl sges and alt incomes, Unlike
other medical providers, emergency physicians never turn patients away,
primarily bacausa of a moral obligation — but also because faderal law
requires hospltal emergency departments to care for all patlents, regardless
of abilily to pay. According to the Amerlean Medical Assoclation, cmergency
physicians provida four to 10 times as much charily care as any olher physician
speclalist®

In 2008, there wera nearly 124 million vislis Lo the natien’s neary 4,000
emergency depariments.” Twodhirds of the visits ceourred afer business
hours and on weekends and holidays when doclors’ offlces weve closed.™

Ninety-two percent of emergency .
vislts were from very sick patients 1 W0-thirds of emergency
visits ocour after business

who needed care within 1 minute 1o
2 hours, Emergency visits have in- hours, wheh dogtors’
offices are closed.

creased at twice the rate of the U,S,
papulation.” As the number of visils
{0 Lhe emergency department has increased, the number of hospital emer-
gency departmenis has decreased from 4,019 to 3,833,

Number of visits in Millions

‘ID 1993 1084 1835 i 1097 109 1925 2000 2008 2002 2003 200N 2005 2008 2007 2008
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Can Significant Costs Be Saved?

According to the PricewaterhouseCoopers' Health Research Instilute,™
the top thiee areas of wosle in the health care system are (1) defensive
medicine (estimated at $210 bllllon annually), {2) incfficient claims process-
ing {up to $210 bitlion annually), and {3) care spent on preventable condl-
tions related to obesity ($200 billion annualiy).”

Redueing the practice of defensive
b Nearly half (44 percent) of

medicine in emergency departmants
could result In slgnificant cost savings.  @Mergency physicians

Emerdency deparimonts care for the

responding to a polf said

most severaly Il and injured patients  the fear of lawsuits Is
who are most at risk of dylng, which  the biggest challenge to
can rasuit In Jawsuits, Physiclans will cuﬁing enmergency
order & test out of fear of haing sued tlepartment costs,

for NOT ordering the 1est, Nearly 50

percent of emergengy physiclans respanding to an ACEP poll said diagnostic
testing was the largest expense on a patient’s emergency depatiment bill,
and nearly half (44 percent} said the fear of lawsuits is the biggest challenge
to cutting emergency departiment costs,”

Madical liabliity reform would help cut costs by reducing the amount of
defensive medicine practiced by emargancy physiclans and other physleians
trealing patlenis In emergency departmants,

The costs of staffing and equipping emergency departiments to be ready
Lo treat all patients with a myrlad of conditlons—24 hotrs a day, 7 days a
week—are fixed, Glven these requisite expenses, the extra {or marginal)
cosls of seeing &n additlenal patient for an urgent or nenurgent medical
problem are aclually much less than the costs to open a private physician’s
offlca after hours or on the weekend, or to build an urgent care center,

Are Most Emergency Visits Really “Unnecessary”?

Emargency medicine Is essential to America, providing lifesaving and
critical care to mlflions of patlents each year, and most of the vislts are nec-
essary. Emergency physlclans are at the front lines of any disaster—whether
it's a mulli-car crash on the highway or a sheoting at a mall-and treat more
than 120 million of the sickes! patients each year using only 2 percent of

. the health care dollar.
Emergeney physicians are

A federal report shaws that 92
at the front lnes of aby  percent of emergancy visits are for

medlcal condltions that need treat-
meant within 2 hours. The parcentage
ol emergancy patients secking care

tisaster—whether i¥'s a
suiti-car orash on the
highway or a shooting

for nonurgent meadical conditlons
drapped 1o less than B percent (in
2007} and has been dropping slnca 2005 when it was 13,9 parcant, The
CBC defines "nonurgent” as "needing eare in 2 lo 24 hours." According to
the CDC, “The term ‘nonurgent’ does not imply an unnecessary visit.”

The fastest-growing segment of the U.S, population is palients over age
85. The rates of emergency visits by the eldetly are increasing more rapldiy
than for any other grouy, and research
has predicted ts wil lead Lo catastroghle 116 ¥ates of emergency
overcrowding.” Elderly patientstendobe  VISHS by the elderly are
sicker und are more likely to be admitted  IGraasing Juore rapidly
from Lhe emergency department to the than for any other group.
hospital than other emergency patients,

Emergency deparimenis are prepared lo diagnose and care for the
most complox medical conditions, and physicians regulariy refer their
patients to tha emergency department. Ninely-seven percent of emergency
physicians fesponding Lo an ACEP poll reported that pallents are referred
dallyto their ERs by primary care physicians.™ In the same pell, 82 pereent,

at a mall,

of emergency physlclans reportad that thelr emergency department saves
livas on a dally basis.

Desplte the growth of urgent care centers In America, emergency visits
continug to increase. Part of the reason is because urgent care centers are
not substitutes for emergency care. While urgent care centers can treat
comman medicat prebiems when a physielan's office Is closed or unable
Lo provide an appolntmeant, they don't have the same equipment or trained
staif that emergancy departments keep ready on demand,

Many amergenay physicians ded-
feate thair lives to injury provontion
and aducating the public about how
to pravent medical emergencles.
However, the reality of the nation's
poputation demographics, as well as
physician shorlages and an analysis of those seeking emergensy care, show
that dissuading patients from using emergency departments is not fikely to
be an olfective strategy. In addition, the nature of emargencies, whick are
unscheduled evenls, and the needs of patlents must be laken into account
as policymakors and health care staleholders devalap new paradigms for
how health care will be provided In the future.

Dissuading patiemts from
usiilg emergency
departments Is not likely to
he an effective strategy.

What Goes into an Emergency Department Bill2

The costs of providing emergency care correspond to the saverity of a
patient’s iliness or injury. The bill will be higher whan extensive diagnostic
testing is nocessary, such as when an emergency physlclan must ireat 5
pallent quickly withoul knowing the person's medlcal history (8.8, allergles,
medical problems, recent medical procedures), which Is oftan the case.

The major categories of an emergency department biil are not diractly
comparable to a bill from & primary care physiclan’s office, The emergency
bill may include fees for ractotogists and olher on-cal spedialists, pharmacy
and other hospital services involved in the disgnosis and trestment of a pa-
tlent. In an emerdency department, physician consultations and medical
tests are conducted in . . " .
a few hours inslead of
a patient being re-
farred to multiple med-
ical providers over
soveral days or weeks,
The fee for an emer-
gency physiclan’s sery- §
lcas on an emergency
department biil typically
is about 20 to 25 per- iy
gent of tho total
chargas for a vislt, Hos
nital faclity fees usu-
ally represent about
twothirds of the bill.
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cinns wio accept Medicaid becausa of its low reimbursement rates. Ascord:
ing to a 2007 study, payments far emergency serviees declined for all pa-
tienls over an Syear period, with Medicald paylng less overall than
uninsured patients do,” The proportion of emergency department charges
paid were higher for uninsured patients (35 percent of the bills pald) than
for Medicaid patients {33 percent of the bilis pald).

What ave the Biggest Drivees of Health Care Costs?

According lo the Kaiser Family Foundation, the three bigdest drivers
of risfng health care costs are (1) technology, {2} prescription drugs, and
{3) chronic disease. The Congressiona)l Budget Office {CBO) In 20087 said:
... On the basis of a reviaw of the economlc literaiure, [the CBOJ conciudes
that about haif of all growth in health care spending In the past several
decatles was associated with changes In medical care matle possible by
advances In technology.... Major advances in medical sclence have allowed
health care providers to diagnose and treat Mnesses in ways that were
previously impossible. Many new services are very costly; others are
relatively inexpensive bul raise aggregate costs quichkly as evergrowing
numbers of patients use them.”

Spending op preseription drags will continue o be a cost issue, related
to the aging population and the costs of prescription drugs. According to the
Kalser Family Foundation, the Increases In prescription drug costs “have
outpaced other calegories of health care spending, rising rapidiy throtughout

The maost signilicant economic issue In emergency medicine, since the
passage of the Emergency Medical Trealment and Labor Actin 1985, has
beean uncompensated care, Charity care provided Lo uninsured patients and

poor relmbursement by Insurance plans, both privale and public, have

cohtributed ta the closure of hundrads of emergancy dopartments in the

United States, straining the remaining ERs that

Haiig;ﬁggggncv care for Increasing numbers of patleats, Half of
emergency services go uncompensated.”

uncompensated. The new health cara raform law™ will add 16

mition imore peopic Lo the Medleaid rolts, which could reduce the rate of

uninsured patients visiling emergency departments. However, since health

insurance coverage does not guarantee access Lo medical care, many more

peaaople may seek care In emergency deparments if they cannot find physt-

the latter half of the 1990s and early 2000s. While the rate of growth in
spending has slowed somewhal, It Js profected to exceed the growth rales for
hosphtal care and othar professional services in 2010 and through 2019,
According to the Milkken Institate, "More than 109 milifon Amerlcans
reporl having at least one of the seven [chronic] diseases, for a tota) of
162 million cases....The total impact of these diseases on the economy Is
$1.3 trition annually....On our current path, in 2023 we project a 42
percent increase in cases of the seven chronic ¢iseases....Lower obeslty
rates alone could produce productivity galns of $254 bitlon and aveld $60

biifton In treatment expenditures per year,”™™

*Madical Expandilure Panel Survay,” Dapartment of Heatih and Humun Survices,
Aganey lor Heaithaare Research and Quatily, 2008, hitp:tinyurl.com/169{ac6.

| Heallh £ dil joslions 2008-2018," Department of Health and
Human Services Office of the Acluary, Genlers far Medicara & Madicaid Sorvicos,
2010, hltps:ivnsw.cms.goviNationalHealihvExpendDataidownloadshables.pd!

7 ROl

™

“Nalional Haalih Expenditure Prajections 2008-2018," Department of Heallh and
Human Services Offics of e Acluary, Centers for Medicara & Madicald Sarvices,
2018, hilps:mw.cns.goviMallonalfealthExpendDala/downtonds/lubles.pe

-

*t1.8, Healthcara Cosis.” Kalser Family Foundatlen, March 2610,
glti;):!lhnw.kﬂisnmdu.orgliasua-Mudu 08/UUS-Haallit-Care-CostsBackground-
rief.aspx,

1,5, Hoallhcare Coslis,” Kalser Fanly Foundation, March 2010,
gll :{fmvw.kaisemdu.o!gﬂssue-Modu eslUS-Hea!lh-Caw-Coslsznckground-
flef.asp.

“Medical Expenditute Panal Survay,” Deparimant of Heallh ard Human Services,
Aguncy for Heallhcare Research and Quality, 2008, hip/fiinyil.coin/d85ia6.

“ledical Expendilure Panel Survey,” Deparimant of Healih and Human Sorvicos,
Agency lor Hanllhoaro Hesaarch and Quality, 2008, hitp:inyurl.com/dagfaot,

Aumnerican Modical Assectation polf, 2003,

GDG Wabsilo. Malional Center for Health Statlsilcs,
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